The study claims to provide a level 3 evaluation of behaviour change. However reviewing it I can only find evidence of a change in knowledge and understanding, not of a change in behaviour. The only evidence on impact is "…Increased my confidence in providing supervision, particularly with regards to increasing my knowledge of formalised structure of supervision…Also increased my understanding in general and I think it will contribute to my ability to provide effective supervision in the workplace". Which states that they think it will contribute to an ability to effectively supervise, not that it did. Overegging what the study shows undermines the positive aspects of the work and what it does actually demonstrate I think you need to highlight in limitations, that, as educationalists the study group are a self selected group who are probably much more motivated in terms of learning and achieving learning outcomes, than many others. This may impact specifically on on-line learning where the temptation to skip learning was recognised. I don't think that you can claim that the study shows that resource investment into training development in the early phase is integral to the achievement of learning outcomes in the later phases, although that may be the case. It helped make this study more robust, but resource investment for active development during the course might also have worked well for some modalities, in terms of achieving the training outcomes for example developing videos based on learning feedback as they progress through the on line course. I am disappointed that more information and analysis from the qualitative evaluation is not provided on the specific strengths of the different learning methods as compared with others, and therefore how in pursuing one method you can mitigate against not having the beneficial elements of another, for example, in on-line learning, what
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GENERAL COMMENTS
Thank you for the opportunity to review the manuscript "Good, bad or indifferent: A longitudinal multi-methods study comparing four modes of training for health professionals." I enjoyed reading the manuscript. It is well written, has a clearly defined research question, was easy to interpret and with a clear take home point.
The authors examined how to effectively deliver education to certified health professionals. In the US this is commonly referred to as continuing medical education (or CME). Conventional wisdom suggests that some forms of education are based delivered face-toface, where there is a chance to ask questions, learn from peers, and adopt certain group standards. While this may be conventional, the authors point out it is not always practical. The authors asked whether this type of education could be effectively delivered with other modalities. Could the same education be adapted to video education, on-line education, or a blended model of video and online education.
Not to minimize the authors hard work and attention to detail but the authors proved what many colleges and educators already know. Namely high quality education can be delivered by many different methods. It is the quality of the content, the quality of the teacher and the motivation of the learner that determines the transmission of knowledge, skills and attitudes more than the delivery method that matters.
This has been studied in medical students, but there is a research gap. Their work answers whether the mode of education is important in licensed health professionals. There work suggests that the mode does not seem important.
I do have a few minor questions/suggestions to increase the value of the manuscript for the reader.
In the background the authors describe Kirkpatrick's four-level evaluation model. I appreciate the rigor that the authors used to ask participants about their views immediately after participation and 3 months later. The authors describe that they examine knowledge, confidence and behavior. However I don't really see a clear behavior? From figure 2 it seems they examined "attitudes towards supervision". I am not confident this is a behavior. Should this be revised?
Under methods the authors refer to Appendix A about the education they delivered. I found this cursory. It would be appreciated somewhere in the manuscript to have more details exactly what they were teaching about? Was this supervision of new employees, trainees, etc?
In methods the authors state "questions related to confidence, knowledge, satisfaction were rated on a 5 point Likert scale" however in figure 1a the scale is 5.5 to 8 and in figure 1b is 5 (perhaps?) to 8. Why the discrepancy?
On page 7 under qualitative data, 2nd line there is a typo. There is a (.) after content analysis and this should be a (,).
In the results it is obvious the demographics of this study are young women. This is not mentioned as a limitation. Whether the results would be similar in an older cohort of health professionals is unclear.
The authors were up-front about other limitations like loss to follow up and that they had they could not do paired data analysis. 
REVIEWER

GENERAL COMMENTS BMJ Open
Manuscript ID bmjopen-2017-021264 -"Good, bad or indifferent: A longitudinal multi-methods study comparing four modes of training for health professionals"
Background: The authors make the case for the study on the basis that there is a paucity on research on the outcomes of training using different modalities, especially those comparing more than 2 modes of training. In addition, evaluations often focus on level 1 & 2 of Kirkpatrick's model as levels 3 & 4 need follow up over time.
Is the research question or study objective clearly defined?
The objective is clearly stated (page 3 and page 4) but could be made more specific. For example, it would be helpful to clearly state that all the outcomes being measured are selfreported. This would enable the reader to understand the limitations of this methodology.
Is the abstract accurate, balanced and complete?
The abstract is accurate, balanced and complete. However, I would suggest that the authors provide numeric information including p values/ confidence intervals when making statements such as 'increase in knowledge and confidence'; 'no statistically significant difference in outcomes', etc.
Is the study design appropriate to answer the research question?
The study design used was a 'multi-methods, quasi-experimental longitudinal design'. A randomized controlled trial would be the ideal study design to test this hypothesis. There is no discussion within the paper on why this methodology was not used. This could be addressed in the limitations section, especially considering the impact of potential error, bias and/ or confounding related to the methodology used.
4. Are the methods described sufficiently to allow the study to be repeated? Methods are not described in detail. For example, two similar institutions were recruited for participation and within each, eligible and willing participants were recruited to 2 of the 4 modes of training. It is not stated how they were allocated to these groups; ideally they should have been randomized across the 4 groups.
On page 6 line 7, the authors say "This sampling and recruitment strategy was chosen to achieve an adequate sample size (n=30 for each mode). There is no sample size or power calculation to justify this statement. This is a particular problem because of the study's results and conclusions that there are no differences in outcomes between the 4 modes of training. Has the potential for type 2 error been considered? In the results section, it is stated that the actual group sizes were 40, 19, 26 and 16 for online training, video training, face-to-face, and blended mode of delivery respectively. These are very small numbers on which to base the conclusions (no difference between groups) and the number who contributed to the 3 month data in each group has not been stated.
Within the 4 modes of training, the same information was provided to the participants with one of the authors acting as the facilitator across all 4 groups. This needs further discussion in terms of the pedagogy used. The days/hours of learning appear different in each group (one face to face day v. 5 hours of self-paced online learning over 8 weeks; and videoconference of 2 half-days training v. online plus 2 hours videoconference).
The authors state (page 6) that "Some questions in the survey instrument were adapted for use from the "Supervisor SelfAssessment tool" originally developed by
Hawkins and Shohet". However, although there is a description of the other questions in the survey instrument, there is no discussion about how these were developed and whether the survey instrument was validated for use.
On page 7, the authors say that participant errors in consistency of unique identifying number from survey to survey meant that only 21 participants could be matched across all survey points. Data was therefore analysed in an aggregated fashion between groups instead of at an individual participant level. The actual number of participants in each group at each data point has not been provided.
The qualitative methods used have been described.
Are research ethics (e.g. participant consent, ethics approval) addressed appropriately?
The authors state that ethics approval was obtained from the Darling Downs Hospital and Health Service Human Research Ethic committee for multi-sites.
Are the outcomes clearly defined?
The outcomes used were self-reported assessments of confidence and knowledge before, following and 3-months after training was delivered. The authors do not discuss why they chose to use self-reported knowledge (subjective) over tested knowledge (objective) as the outcome measure. Figure 2 shows 'average supervision skills' for all 4 groups over time. This outcome measure and its practical significance has not been discussed.
7.
If statistics are used are they appropriate and described fully?
Some statistics are used but they are very basic. Power calculations are not mentioned, and an assessment of baseline differences between groups has not been provided so it is not possible to judge how these characteristics might have affected the results. There is absolutely no discussion of bias and confounding and adjustment for any of these. As participants were volunteers and self-selected into groups, it is not surprising to see that self-assessed confidence and knowledge increased after training and persisted at 3 months, especially because data was only analysed as aggregated data. This would have provided some information on potential confounders. Figure 1 shows self-rated confidence and knowledge by delivery mode at baseline, post-intervention, and three months of followup. Although the results are clearly shown to be increased following delivery of training and maintained at 3 months, the numbers contributing to the data are not shown nor are any confidence intervals. It appears that confidence of those who received face to face training was a little lower than the other groups. Figure 2 shows comparisons of attitudes towards supervision at baseline, post-intervention, and three-month follow-up. Although the legend says "95% confidence intervals indicated" these are not seen in the figure. Again the group that received face to face training seems to have slightly lower average supervision skills. The concept of 'average supervision skills' is not discussed.
Are the discussion and conclusions justified by the results?
The discussion and the conclusions are not justified by the results. Please refer to questions 3, 4, 7 and 9 above.
Are the study limitations discussed adequately?
The authors have made an attempt to discuss limitations but not justified their choice of study design. There is no discussion of selection or other bias or confounding factors between groups. All outcome measure are self-reported and there is no discussion of any attempt to validate any of these.
Is the supplementary reporting complete (e.g. trial registration; funding details; CONSORT, STROBE or PRISMA checklist)?
A table has been attached to show this.
13. To the best of your knowledge is the paper free from concerns over publication ethics (e.g. plagiarism, redundant publication, undeclared conflicts of interest)? Yes.
Is the standard of written English acceptable for publication? Yes
VERSION 1 -AUTHOR RESPONSE
Editor's comments Authors' response 1 Please revise the title of your manuscript to include the research questions, study design and setting. This is the preferred format of the journal Thank you for your feedback. The title has now been revised to:
Good, bad or indifferent: A longitudinal multimethods study comparing four modes of training for health professionals in one Australian state 2 Please revise the 'Strengths and limitations' section of your manuscript (after the abstract). This section should relate specifically to the methods of the study Thank you for your feedback. This section has now been revised to relate specifically to the methods of the study.
Reviewer 1 Professor Sheona MacLeod
1 The study claims to provide a level 3 evaluation of behaviour change. However reviewing it I can only find evidence of a change in knowledge and understanding, not of a change in behaviour. The only evidence on impact is "…Increased my confidence in providing supervision, particularly with regards to increasing my knowledge of formalised structure of supervision…Also increased my understanding in general and I think it will contribute to my ability to provide effective supervision in the workplace". Which states that they think it will contribute to ability to effectively supervise, not that it did.
Thank you for your feedback. We refer to a recent article on Kirkpatrick's model to explain our stance in this paper (Rio et al. 2017 ).
Kirkpatrick's Level 2 is content evaluation, the examination of what employees learned as a result of participating in the training program -this is the extent to which participants change attitudes, improve knowledge, and/or increase skill as a result of attending training. We believe, in this study, this was captured during the postbaseline survey delivered after training completion.
Kirkpatrick's Level 3 evaluation measures participants' job performance by determining the extent to which they apply their newly acquired skills on the job. This relates to the transfer of knowledge gained at training, implemented in the work context. We believe that, our 3-month followup evaluation provided participants an opportunity to report on the transfer of learning to their work contexts.
To make this clearer, we have now added a separate theme under the Qualitative Results on impact on practice. We have used this theme to showcase participant reports of changes in behaviour across all four modes of training at the three-month post training evaluation.
2 Overegging what the study shows undermines the positive aspects of the work and what it does actually demonstrate I think you need to highlight in limitations, that, as educationalists the study group are a self-selected group who are probably much more motivated in terms of learning and achieving learning outcomes, than many others. This may impact specifically on on-line learning where the temptation to skip learning was recognised.
Thank you for your feedback and highlighting an important issue. This is an issue that is common to many other research studies in this space and this has now been acknowledged as part of the limitations of this study.
3 I don't think that you can claim that the study shows that resource investment into training development in the early phase is integral to the achievement of learning outcomes in the later phases, although that may be the case. It helped make this study more robust, but resource investment for active development during the course might also have worked well for some modalities, in terms of achieving the training outcomes for example developing videos based on learning feedback as they progress through the on line course.
Thank you for your feedback. This is the perspective of the authorship team that have been involved in the development, delivery and evaluation of health professional education and training for a number of years. Based on our experience, including this particular research, we believe that resource investment (e.g., time, money) in the early development phase of setting up different modalities of training greatly influences the outcomes achieved.
The important role of the input phase in achieving positive learning outcomes have been recognised in various training evaluation models (Rio et al. 2017) . For example, the IPO (Input, Process, Outcome) model proposed by Bushnell (1990) recognises the importance of the input stage (trainer's competency, training materials, facilities and equipment) when developing training. This information has now been added to the manuscript to clarify this further.
4 I am disappointed that more information and analysis from the qualitative evaluation is not provided on the specific strengths of the different learning methods as compared with others, and therefore how in pursuing one method you can mitigate against not having the beneficial elements of another, for example, in on-line learning, what was it in the provision of videos that might compensate for not having a facilitator direct individual learning?
Thank you for your feedback and we too agree that inclusion of additional information in the qualitative section would strengthen the manuscript. Therefore, further information has now been added from the qualitative evaluation to support the specific strengths of the different learning methods and mitigating against not having the beneficial elements of another (especially for the online and blended modes). Please refer to changes made to the theme on merits and risks of online training, within the Qualitative Results section.
Reviewer 2 Antonia Rich
1 My main concern regarding the study is the small numbers in the quantitative arm so I suspect the analysis is underpowered. The methods state that a number of 30 in each arm is warranted, although as the power calculation is not presented I'm not sure where this number comes from? As there are very small numbers e.g., only 16 participants in the blended group, unfortunately I'm not sure the claim made in the paper that 'training can achieve comparable outcomes across all four modes of delivery" can be substantiated.
There is no mention of this lack of power in the discussion and this to me is a major limitation of the study. The data analysis section could do with tightening up -I think what happened is that a within subjects analysis was planned but became between subjects due to insufficient numbers. Also table 2 presents analysis from an ANOVA and regression which is confusing.
Thank you for your comment regarding sample size. When undertaking research such as this, which involves conduct of research in naturalistic settings with practising clinicians, sample size calculations are made based on existing data, funding, support facilities, resources and time considerations. The sample size of 30 was determined based on the assumption that we are likely to need at least that many participants so that the analysis can be based upon normal distribution. We anticipated that it would represent a threshold above which the sample size may no longer be considered "small".
As noted in the data analysis section, due to attrition and issues in re-identifying subjects, a between-subjects analysis was determined to be most practical. We agree with the reviewer that the relatively lower participant numbers per cell, especially at the 3-month follow-up, is a concern. The amended manuscript now includes a paragraph detailing a post-hoc power analysis using the G*Power program. We have also discussed this issue in the limitations section. Modern statistical practice acknowledges that general linear models (GLMs) subsume both regression and classical ANOVA. However, it is still conventional to describe a factorial design as an 'ANOVA'. We have changed the wording in several places to clarify that the analysis presented is an ANOVA design, implemented as a GLM.
2 Given the small numbers in the quant arm, one way forward is to perhaps develop the paper is to focus more on the qualitative data? I wondered if greater attention to the qualitative data could add value in knowing how participants experienced the different modes of training e.g., results suggested the face-to-face and video conference participants valued interaction.
Thank you for your feedback and we too agree that inclusion of additional information in the qualitative section would strengthen the manuscript. To ensure adherence to the word count for the manuscript, as well as to enhance readability the authors had limited the amount of qualitative data that was reported. However, following your feedback, we have now added more information on the qualitative data in the Results section of the paper.
3 Strength and limitations are rather descriptive as opposed to a critical evaluation.
Thank you for your feedback. We have made a number of changes throughout the manuscript to address this: Thank you for this information. We have now acknowledged the limitations of the Kirkpatrick's model in our paper and have cited this reference kindly provided by the reviewer.
5 It appears that the modes of training were not identical in terms of contact time? I was thinking that this would be important in terms of standardising across modes.
Yes, the modes of training were not identical in terms of contact time. This relates to the nature of delivery in each mode. The face-to-face and video-conference workshops were a full-day equivalent undertaking. However, given the lack of group discussions and group activities, the online mode took up to five hours for participants to complete. Lastly, given the blended mode had the online component, plus an additional videoconference session at the end, it took an additional two hours (i.e., 5+2 hours). A sentence has now been added in the Methods, Training section to clarify this further.
6 Another limitation is the sole reliance on self-report data. I appreciate it can be challenging, but I wondered whether consideration of collecting data from others was warranted. Given that it was about supervising, it would have been interesting to obtain information from participants
The use of self-report data in these types of research studies is common and is a wellacknowledged limitation. The primary aim of this study was to investigate the difference in learning outcomes for four training modes. The supervisor training was used in the study as it was readily direct reports. available in all the four modes. Therefore, rather than measure the supervision outcomes, which would alter the objectives and methods used in this research, we were interested in comparing different training delivery modes. Nevertheless, we acknowledge this limitation and more information has now been added to the paragraph discussing limitations of the study (paragraph 4 in Discussion) about the self-reported nature of data and the need for further studies that measure the impact beyond self-reports.
Reviewer 3 Gregory M. Bump, MD 1 In the background the authors describe Kirkpatrick's four-level evaluation model. I appreciate the rigor that the authors used to ask participants about their views immediately after participation and 3 months later. The authors describe that they examine knowledge, confidence and behavior. However I don't really see a clear behavior? From figure 2 it seems they examined "attitudes towards supervision". I am not confident this is a behavior. Should this be revised?
Under methods the authors refer to
Appendix A about the education they section about who the training is targeted at and its purpose. As means of adhering the journal's submission requirements (word count), we would prefer to leave the other workshop content information in the existing appendix.
3 In methods the authors state "questions related to confidence, knowledge, satisfaction were rated on a 5 point Likert scale" however in figure 1a the scale is 5.5 to 8 and in figure 1b is 5 (perhaps?) to 8. Why the discrepancy?
Our thanks for highlighting this error. Our survey did include a number of 5-point Likert items, but the two dependant variables (DVs) of key interest were assessed on a 10-point scale. This error has been corrected.
4 On page 7 under qualitative data, 2nd line there is a typo. There is a (.) after content analysis and this should be a (,).
Thank you for picking this up. This has now been rectified.
5
Thank you for highlighting this issue as we too reflected on this. We did not consider this as a limitation of this research as the sample in this study was representative of the health professional workforce in this region. We have acknowledged other limitations of this research in a number of areas within the manuscript and its impact on generalisability.
6 (This is now Table 3 in the manuscript). The original MS included analyses of separate DVs that were on a 10-point and 5-point scale.
Our original explanation of the measures did not make this clear. Upon consideration, we have removed the figure showing the response on the 5-point scale, as it is largely redundant, showing the same pattern of effects as the 10-point response. We have edited the MS to clearly explain the 10-point scale employed.
8 Figure 2 : I viewed this in black and white and I found it very difficult to distinguish which bar corresponded to each training modality. Consider color formatting or using different lines (like figure 1).
Thank you for your feedback. Please note that, as per response to previous comments and after consideration, Figure 2 has now been deleted to alleviate any confusion. Thank you for your feedback. This information has now been added to the abstract.
Reviewer 4 -Professor Veena C Rodrigues
3 The study design used was a 'multimethods, quasi-experimental longitudinal design'. A randomized controlled trial would be the ideal study design to test this hypothesis. There is no discussion within the paper on why this methodology was not used. This could be addressed in the limitations section, especially considering the impact of potential error, bias and/ or confounding related to the methodology used.
Thank you for your feedback. This has now been acknowledged in the second last paragraph under Discussion that highlights the study limitations.
4 Methods are not described in detail. For example, two similar institutions were recruited for participation and within each, eligible and willing participants were recruited to 2 of the 4 modes of training. It is not stated how they were allocated to these groups; ideally they should have been randomized across the 4 groups.
Thank you for your feedback. Given the nature of the study design, allocation of participants was not through random allocation. The study design was chosen based on time, resources and finances that were available to undertake this project and due to the fact that this research was undertaken in naturalistic (health services) settings. This has been acknowledged as a limitation throughout the manuscript and further information has now been added in the Methods, participants section to clarify this.
5 On page 6 line 7, the authors say "This sampling and recruitment strategy was chosen to achieve an adequate sample size (n=30 for each mode). There is no sample size or power calculation to justify this statement. This is a particular problem because of the study's results and conclusions that there are no differences in outcomes between the 4 modes of training. Has the potential for type 2 error been considered? In the results section, it is stated that the actual group sizes were 40, 19, 26 and 16 for online training, video Thank you for your comment regarding sample size. When undertaking research such as this, which involves conduct of research in naturalistic setting with practising clinicians, sample size calculations are made based on existing data, funding, support facilities, resources and time considerations. The sample size of 30 was determined based on the assumption that we are likely to need at least that many participants so that the analysis can be based upon normal distribution. We anticipated that it would represent a threshold above which the sample size may no training, face-to-face, and blended mode of delivery respectively. These are very small numbers on which to base the conclusions (no difference between groups) and the number who contributed to the 3 month data in each group has not been stated.
longer be considered "small".
As noted in the data analysis section, due to attrition and issues in re-identifying subjects, a between-subjects analysis was determined to be most practical. We agree with the reviewer that the relatively lower participant numbers per cell, especially at the 3-month follow-up, are a concern. The amended manuscript now includes a paragraph detailing a post-hoc power analysis using the G*Power program. We have also discussed this issue in the limitations section. Modern statistical practice acknowledges that general linear models (GLMs) subsume both regression and classical ANOVA. However, it is still conventional to describe a factorial design as an 'ANOVA'. We have changed the wording in several places to clarify that the analysis presented is an ANOVA design, implemented as a GLM.
6 Within the 4 modes of training, the same information was provided to the participants with one of the authors acting as the facilitator across all 4 groups. This needs further discussion in terms of the pedagogy used. The days/hours of learning appear different in each group (one face to face day v. 5 hours of self-paced online learning over 8 weeks; and videoconference of 2 half-days training v. online plus 2 hours videoconference).
Thank you for your feedback. In line also with a previous reviewer's comment, further information has been added to the Methods, Training section regarding the variance in contact time.
7 The authors state (page 6) that "Some questions in the survey instrument were adapted for use from the "Supervisor SelfAssessment tool" originally developed by Hawkins and Shohet". However, although there is a description of the other questions in the survey instrument, there is no discussion about how these were developed and whether the survey instrument was validated for use.
The survey questions (those that were additional to the Supervisor Self-Assessment Tool), were developed based on a review of the literature, as well as the standard evaluation questionnaire used by the authors at the Cunningham Centre which the training organisation is involved in this research. Furthermore, the survey was pilot tested with a convenience sample of people (n = 6) that had experience in conducting workshop evaluations prior to its use in this research. This information has now been added to the paper, under Measures, Survey.
8 On page 7, the authors say that participant errors in consistency of unique identifying number from survey to survey meant that only 21 participants could be matched across all survey points. Data was A table (table 2) showing the participant N for each condition and time has been included. therefore analysed in an aggregated fashion between groups instead of at an individual participant level. The actual number of participants in each group at each data point has not been provided.
9
The outcomes used were self-reported assessments of confidence and knowledge before, following and 3-months after training was delivered. The authors do not discuss why they chose to use selfreported knowledge (subjective) over tested knowledge (objective) as the outcome measure.
Thank you for your feedback as the use of selfreport data in these types of research is common and it is a well-acknowledged limitation. In line also with previous reviewer's comment, this has now been clarified in the manuscript. Due to the constraints associated with this project (time, resources and finances) a large number of different data items could not be collected, and, from a feasibility and practicality perspective, only self-reports were collected. Recommendation has now been made in the Discussion section for further studies to measure more objective outcomes.
10 Figure 2 shows 'average supervision skills' for all 4 groups over time. This outcome measure and its practical significance has not been discussed.
In line with a previous reviewer comment and to alleviate confusion, Figure 2 has been removed.
11 Some statistics are used but they are very basic. Power calculations are not mentioned, and an assessment of baseline differences between groups has not been provided so it is not possible to judge how these characteristics might have affected the results. There is absolutely no discussion of bias and confounding and adjustment for any of these. As participants were volunteers and self-selected into groups, it is not surprising to see that selfassessed confidence and knowledge increased after training and persisted at 3 months, especially because data was only analysed as aggregated data.
General linear models are employed, which would appear to be the most suitable approach for handling data from this research. A power analysis has now been included.
12 Baseline characteristics of the participants are shown in table 1. However, it would have been better to display baseline characteristics by group of allocation so the reader could get a sense of whether the groups were significantly different from each other or not. This would have provided some information on potential confounders. Figure 1 shows self-rated confidence and knowledge by delivery mode at baseline, post-intervention, and three months of follow-up. Although the results are clearly shown to be increased following delivery of A table (table 1) comparing participants' key characteristics at baseline is now included. Where significant differences were observed, these were followed up by a check of the relationship between these covariates and the two key quantitative outcome measures. Given the very low, and non-significant relationships found, we conclude that there is little potential for confounding. Although confidence intervals are generally recommended, we believe that given the pattern of results, adding confidence intervals to the figure would not add useful information to the training and maintained at 3 months, the numbers contributing to the data are not shown nor are any confidence intervals. It appears that confidence of those who received face to face training was a little lower than the other groups. Figure 2 shows comparisons of attitudes towards supervision at baseline, postintervention, and three-month follow-up. Although the legend says "95% confidence intervals indicated" these are not seen in the figure. Again the group that received face to face training seems to have slightly lower average supervision skills. The concept of 'average supervision skills' is not discussed.
reader, and make the figure itself much less legible.
13 The discussion and the conclusions are not justified by the results. Please refer to questions 3, 4, 7 and 9 above.
Thank you for your feedback. We have now addressed questions 3,4, 7 and 9 above and make corresponding changes to the paper.
14 The authors have made an attempt to discuss limitations but not justified their choice of study design. There is no discussion of selection or other bias or confounding factors between groups. All outcome measure are self-reported and there is no discussion of any attempt to validate any of these.
Thank you for your feedback and we have now strengthened the limitations of this research and acknowledged various biases within this research. While these limitations are acknowledged, it is also important to recognise that this research was undertaken in a naturalistic setting with practising clinicians, which in itself is a strength of this research (unlike a research undertaken in a highly controlled manner which may have little applicability to the practice environment). 
References
GENERAL COMMENTS
The additional material provides greater evidence of a robust approach and the qualitative data makes a much richer publication piece REVIEWER Dr Antonia Rich UCL Medical School, UK REVIEW RETURNED 27-Apr-2018
Thank you for addressing my suggestions to your manuscript, which is much improved. Minor points to be addressed: Given the potential sources of bias in the results due to the group being self-selecting, majority of participants being female, small sample and large drop-out etc., I think any conclusions of drawn need to be tempered. Table 1 is quite hard to read, perhaps consider adding gridlines to clearly separate each of the rows. Also I think it would be helpful to add the %'s where they are missing e.g., females and part-time workers. Table 2 . A totals column would be helpful -so reader can see how many in total participated at baseline, post-course etc. Table 3 . I think the numbers for male and female are the wrong way round? Figure 1 -I couldn't find it! Is it missing?
In the merits and risks of online training, check formatting. Some quotes are in smaller font size. Impact on practice section -2nd to last quote on page needs to be in italics. Essentially the authors compared 4 modes of training and investigated if one was better than another. In brief, they are all the same. The is helpful to medical educators who have evidence to support several types of education.
REVIEWER
I have a few minor concerns that I believe can be easily revised. In the abstract I found the "results" section confusing. The authors report results from their general linear models "confidence F(2) = 39.4, p , 0.01....". It is not introduced what these numbers are (or mean) and I believe this will confuse many readers. For instance they do not say "by ANOVA we found..." Also they present information that seems contradictory at first pass. "these changes were sustained at three months post completion" for confidence and knowledge. But in the next line they say that "there was no statistically significant differences in outcomes between the four modes of training delivery (confidence...or knowledge...". What I believe is the authors intent is that participants reported an increase in supervision knowledge and confidence immediately after training that was sustained at three months with all four modalities of training. No modality was superior. Personally I favor reporting the P-values in abstract but not the "F(2)" numbers. This is a style issue and I leave this to the author's discretion. This section has now been revised.
Reviewer 2 Antonia Rich
1 Given the potential sources of bias in the results due to the group being self-selecting, majority of participants being female, small sample and large drop-out etc., I think any conclusions of drawn need to be tempered.
We have added more to the limitations section and re-checked the conclusions to ensure they are tempered considering the limitations as well.
2 Table 1 is quite hard to read, perhaps consider adding gridlines to clearly separate each of the rows. Also, I think it would be helpful to add the %'s where they are missing e.g., females and part-time workers.
% have been added for missing cells.
Vertical gridlines are generally not recommended for presenting tables (see e.g. https://www.inf.ethz.ch/personal/markusp/teachin g/guides/guide-tables.pdf).
In line with this and to ensure consistency throughout the manuscript, gridlines have been removed from all tables.
3 Table 3 . I think the numbers for male and female are the wrong way round?
This has been rectified.
4 Figure 1 -I couldn't find it! Is it missing? Please note that this was separately attached during the manuscript submission.
5 In the merits and risks of online training, check formatting. Some quotes are in smaller font size.
6 Impact on practice section -2nd to last quote on page needs to be in italics This has been rectified Reviewer 3 Gregory M. Bump, MD 1 In the abstract I found the "results" section confusing. The authors report results from their general linear models "confidence F(2) = 39.4, p , 0.01....". It is not introduced what these numbers are (or mean) and I believe this will confuse many readers. For instance, they do not say "by ANOVA we found..." Also, they present information that seems contradictory at first pass. "these changes were sustained at three months post completion" for confidence and knowledge. But in the next line they say that "there was no statistically significant differences in outcomes between the four modes of training delivery (confidence...or knowledge...". What I believe is the authors intent is that participants reported an increase in supervision knowledge and confidence immediately after training that was sustained at three months with all four modalities of training. No modality was superior. Personally I favour reporting the P-values in abstract but not the "F(2)" numbers. This is a style issue and I leave this to the author's discretion.
The abstract has been re-written to alleviate this potential confusion.
The results section has been amended in line with this suggestion.
2 Page 8, 1 paragraph the authors use the abbreviation "DV". I did not see earlier that this meant dependent variable. I would define this when 1st used.
This has now been defined on first use.
3 Page 9, 2nd paragraph under results. The authors present ANOVA results. My expertise in statistics is average (I presume) for most clinician-educators. Personally, I do not find the numbers presented here (and in table 4) as compelling as a description of the results in more plain language. This is again a style issue and I leave this to author discretion.
The ANOVA results are presented in APA format: it is difficult to simplify without deviating from this. However, we have added a final sentence which summarises the results in more plain language.
Reviewer 4 -Professor Veena C Rodrigues 
